Dr. Anirban Dasgupta has done his MBBS and MS in Obstetrics and Gynaecology followed by senior residentship in JIPMER, Pondicherry, where he developed a keen interest in maternal medicine and high-risk pregnancy. His experience has come in handy during his current stint as a tutor in a tertiary care centre in rural Bengal (BSMCH) notorious for its high delivery rates (*21,000 annually) and complicated eclampsia patients.
Introduction
Maternal near-miss is defined as a woman who nearly died but survived a complication during pregnancy, child birth or within 42 days after delivery (WHO 2011) [1] . West Bengal came close to achieving India's MDG target MMR of 109 (SRS data: 117), while for India overall the same figure stood at 174. Severe acute maternal morbidity (SAMM) and maternal near-miss identification by newly published WHO criteria have replaced MMR as the new benchmark to achieve this goal and provide learning points for similar situations in future.
Bankura Sammilani Medical college in rural West Bengal has high delivery rates up to 21,000 annually with eclampsia complicating 400-500 deliveries (the largest contributor) [2, 3] . The primary health care in the adjoining areas are poor, and we frequently come across patients with eclampsia complicated with ARF, HELLP syndrome, intra-cerebral haemorrhage and pulmonary oedema.
Case Report
A 20-year-old unbooked primigravida had been referred at 39 weeks with eclampsia (four episodes of GTCS from 2 to 6 am) from a nearby PHC and arrived in casualty at 5:35 am on 3 May 2016 with complaints of breathlessness. She was not in labour. A consultant-led decision was taken to perform a perimortem caesarean section then and there, without shifting her, as a last-ditch effort. Decision orally communicated to husband with a caveat that mother and baby may still be lost. He agreed with whatever was in her best interests.
Sequence of Events
With a No. 12 sterile surgical blade alone (there was no time to even mount the BP handle) and an episiotomy repair tray only, a Pfannenstiel incision was made by the author and the subsequent layers opened bluntly. The tissue was pale, and it appeared like a near-cadaveric dissection with minimal blood loss. The pale uterus was opened by a lower segment incision since the bladder was empty because of the urinary catheter. 7 am On-call anaesthetist arrived, intubated the patient, gave ET suction and BMV, and chest compressions continued.
7:05 am
We obtained a reading of PR of 120/min and a SpO 2 of 70-80 % on reconnecting the monitor to our great joy and surprise. Chest compressions stopped and ET also removed by anaesthetist on return of spontaneous respiratory efforts. BMV continued. (Table 1) .
This lady remarkably recovered uneventfully with rapid improvement of consciousness and vitals (Fig. 1) . Anti-hypertensives were slowly tapered. She was shifted to our post-operative ward from ICU as early as 5 May 2016 (POD-2) at 1 pm. Appropriate wound care was taken, and there was no sign of sepsis. Her baby was kept in SNCU for 6 days and shifted motherside on 10 May 2016 (POD-6) (Fig. 2) . Sutures were removed the following day, and the mother was discharged on 12 May 2016 with BP: 130/80 mm Hg not on anti-hypertensives and normal investigations (Hb: 9.4 g %, plts: 2.96 lacs/mm 3 , blood urea: 25 mg/dl, creatinine: 0.6 mg/dl, SGOT and SGPT: 45 and 29 IU/ dl) on POD-7. 
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The RCOG guideline No. 56(2011) on maternal collapse and MBRRACE-UK maternal mortality 2009-2012 reports [4] have highlighted the importance and basic tenets of perimortem caesarean section in pregnancies with gestational age beyond 20 weeks which have been summarised in Table 2 . Perimortem caesarean sections are rarely performed and even rarely reported due to their morbid outcomes and need an alert emergency obstetric and anaesthetic team with quick decision-making skills. CEMACH reports from the UK suggest *54 % livebirth rates of the babies [5] , and we were indeed fortunate to deliver an alive baby and revive the mother simultaneously. The literature says that a midline vertical skin incision with classical uterine incision may provide the quickest access, but then, it depends on the surgeon's comfort; we were more comfortable with a Pfannenstiel skin incision and a lower segment uterine incision.
A left lateral tilt to the gravid uterus improves cardiac output by 25 %, while decompressing the uterus results in improvement of the stroke volume by 60 % (RCOG) and is mandatory after 5 min of resuscitation showing no improvement. A pre-mounted scalpel blade and two cord clamps should be kept ready in the resuscitation trolley in all labour wards so that there is no delay in performing the procedure. We did not have it ready and had to improvise with an episiotomy tray. The on-call anaesthetists are overburdened, and we were extremely fortunate to achieve this result in spite of delay in intubation and non-functional defibrillator. Training and skill drills of labour ward staff in basic and advanced adult resuscitation with anticipation of the difficulties with CPR encountered in pregnancy will go a long way in saving the lives of more mothers and sometimes their babies. Table 2 Adapted from mother and baby reducing risk through audits and confidential enquiries (MBRRACE) UK 2009-2012 page 61
Pregnant women become hypoxic more quickly than non-pregnant and irreversible brain damage ensues within 4-6 min. Delivery of the foetus and placenta aids resuscitation. Procedure is mainly in maternal, not foetal, interests
Take the decision to perform a caesarean section if there is no cardiac output after 4 min of collapse. Do it with ongoing resuscitation and evacuate the uterus even if there is delay Aim to deliver foetus and placenta within 1 min and do it on the spot-do not attempt to move to theatre
No anaesthetic is required and a scalpel is the only instrument required
Use the incision that gives the most rapid access and according to surgeon's comfort
Close uterus and abdomen in the usual way if resuscitation successful and shift to a more suitable environment
